Lastly, in operations in the upper part of the abdomen the lessened respiratory movements and the descent of the diaphragm facilitate manipulations about the common duct.
The instrument which I use has been made for me by Messrs. Down Bros. They have kindly set it up for your inspection, and as it has been described elsewhere I need not now discuss it in detail. The sole difficulty for the beginner is in passing the intratracheal catheter. I find that the Chevalier Jackson instrument is the best, and if the newer form with the side opening is used the operation becomes easy after a little practice. For the past two years we have used this method in the Liverpool Royal Infirmary. We limit its use to those cases in which the method is distinctly applicable. It has been used now in nearly 300 cases, and so far I am extremely pleased with the results. Vomiting is rare, there has been no fatality; and it is exceptional for any complaint to be made of sore throat after the operation. I consider that for selected cases it is the best method of ancesthesia up to the present time.
Intratracheal Anesthesia.
By H. E. G. BOYLE.
I TAKE it that most of us are now familiar, if not from personal use, from our reading, with the fundamental principles of intratracheal ancesthesia, or, as I believe we should speak of it, endotracheal ancsthesia; and so I do, not propose to enter into the details as to how the anaesthesia is produced. I shall begin with the fact that good anaesthesia has been and can be produced by this method, and shall now proceed to go briefly into the type of case that I consider most suitable for this method, and to give you my reasons. And here let me at first say that. I do not consider the method suitable or advisable for all cases. In these days of new methods and new ideas there is a very great danger that men will be found who will claim that each new method as it comes out is absolutely and finally the very best thing for every operation, and they will push that particular method until they either bring it into disrepute or find some newer toy to take its place. We all of us know the claim ethyl chloride made on some people, and does still in some cases. Nor is it ancient history to recall the fact that infusion anasthesia was hailed in some quarters as the best thing for everything and everybody. We were told first that ether infusion was the absolute and final " it "; then the advocates of hedonal came along and claimed that at last we had reached the summit of our wishes. During the Congress we had gas oxygen, rectal ether, endotracheal ether, and all the rest.
Well, gentlemen, between all these splendid methods we have to make a choice, and it behoves us as reasonable men to make that choice with some discrimination and care. It is, I believe, quite impossible to say with any degree of truth that any one method is the best for everything. As specialists in our branch of the profession, we ought to make ourselves familiar with and skilled in every known method of producing anasthesia, so that we should be able to decide what anaesthetic or what method should be employed; and we ought always to be given the opportunity of seeing our cases beforehand, so that we may be able to decide which method is best, both in the interest of the patient and the surgeon.-After that slight digression, let me proceed to tell you the cases or types of case in which I consider endotracheal ancesthesia to be of the nmost service. To begin with, we will all agree that it is pre-eminently suitable for intrathoracic surgery. My experience of this type of case is limited to ten cases, but in all of these I was struck by the easy anmesthesia and the feeling for myself (and so for the patient) of absolute safety. One of these cases particularly comes to my mind. It was that of a doctor who had pneumonia, and an empyema, and had been left with what I believe was a pyo-pneumothorax, or, at any rate, an abscess cavity in his lung. He was in a very bad state, and it was obvious that any prolonged s-vrgical operation would be fraught with great danger. He was coughing up quantities of foul-smelling, purulent matter, and as his condition had been diagnosed, and they had decided to drain his lung, I was called in to administer the ancesthetic. I decided to aneesthetize him with chloroform and ether, and to proceed with endotracheal ether. I did so, and soon after the catheter was in place I blew up about 3 oz. of purulent matter from his larynx and trachea. And now comes what to me was the interesting point: When Mr. Wilson (the surgeon) got through the lung (for he had to go right through a part of it) he came upon a cavity which was empty, and which, from its size, would have contained about 3 oz. of pus. As far as the anesthesia was concerned the patient did admirably, but I ought to say that he died about three months later from sepsis and absorption.
The other chest cases include the extensive removal of ribs for old empyema sinus, abscess of lung, empyemata, and thoracotomy. They have all done well.' I have not yet had an opportunity of having both sides of the chest open at once-I am hoping for it. The next type of case that I consider this method suitable for is for operation on the thyroid gland, goitres, both simple and exophthalmic. I have now used this method in twenty such cases, and I have been more than pleased with the results. The easy anaesthesia, and the feeling that the surgeon mnay pull on the growth with impunity, and that the patient is absolutely safe all the time, makes me think that this is an ideal method for these cases. I would, however, remind you that it is unwise to allow the surgeon to pull on the trachea to the extent of kinking it, for then the ether-laden air cannot escape, and in consequence the pressure within the chest becomes too great.
For those surgeons who like their goitre cases to be straining a little before the end of the operation, this method should appeal strongly, for it is very easy to turn off the ether and give air for a few minutes and then to suddenly turn on the ether again. This manoeuvre will invariably make the patient cough and strain, and it is astonishing at first to see how easily and quickly this manoeuvre can be carried out. In some of the goitre cases I have run oxygen over the ether instead of air for a part of the time, with satisfactory results; the oxygen appears to be particularly useful at the close of the operation, as, after giving it for a few minutes free from ether, the patient shows signs of returning consciousness and returns to bed in an almost conscious state. On this question of combining oxygen with the aaaesthetic agent, Gwathmey, in his presidential address to the Anmerican Association of Anaesthetists, says: "Carefully conducted experiments and clinical observations have abundantly proved that oxygen i'ncreases the value of all anasthetics in rendering thenI safer to the patient without decreasing the anesthetic quality." 1 I have recently given endotracheal ether in a case of exophthalmic. goitre for Mr. Gordon Watson with every satisfaction to him. The only feature which was not entirely satisfactory to me was that I bruised the fauces whilst introducing the catheter, and so the patient had a sore throat for three days afterwards. I think that this method is particularly suited to almost any operation in the neck, as the aneesthetist is well away from the field of operation and does not hinder the surgeon. So far I have not had an opportunity of applying it to brain surgery, and shall be glad to hear the experiences of others on this point. I have used the method for resection of the septum nasi, but the opinion of the surgeon was that there was too much bleeding, and this is not to be wondered at when one considers what a beautiful pink colour the face usually has during the anmesthesia. I have done one case of cleft palate in a boy aged about 7, with excellent result. The method appears to be satisfactory for removal of upper jaws, though there is a certain amount of blowing out of blood on the surgeon's face which he may not appreciate.
There' has been in my short experience of this method one man who undoubtedly owes his life to endotracheal ether. This was a man who had an extensive removal of glands of the neck, and also removal of part of the tongue and fauces through the neck. The operation had gone extremely well, when, just as the bandages were being applied, there was a sudden and sharp hwmorrhage. Fortunately, I
had not yet removed the catheter, and so the blood was blown away from the trachea. The wound had to be opened up, and it was then found that a ligature had slipped from a large vein. I am perfectly certain that, but for the presence of the tube in the trachea and the method, this man would -inevitably have been drowned, whereas his bleeding was stopped, and he made a subsequently uninterrupted recovery.
Amongst my cases there have been two of broncho-pneumonia, and five of sore throat, following the administration; no cases of aphonia, and no deaths. Nearly all of my patients have been given morphia and atropine before the operation, but I have not thought it necessary to cocainize the larynx in any of them. From my experience of the method, I think that the most difficult part is the introduction of the catheter; even with a Hill's tube it is not always easy, but, like most other difficult things, this will no doubt become easy when one is more accustomed to it.
Intratracheal Anaesthesia.
By F. E. SHIPWAY, M.D.
THIS method is of interest and practical value to the physician as well as for the surgeon and aniesthetist. It concerns the former because it is essentially a. method of artificial respiration, and I should like to emphasize this point and endorse Mr. Kelly's remarks. Mr. Kelly has told us of a case related by Elsberg of a medical student who had taken an overdose of morphine, and was kept alive for a period of twelve hours by intratracheal insufflation until respiration returned. I believe
